EG PAIN is one of the most common complaints among athletes, and various conditions can present in many locations. 1 Fortunately, leg pain is often transitory and responds well to simple treatments such as relative rest, ice, stretching, NSAIDs, and compression. When pain doesn't improve with these measures, clinicians should consider underlying anatomic, physiologic, or ischemic problems that may be contributing to chronic leg pain. 2 The following discussion of common causes of chronic leg pain will include medial tibial stress syndrome, chronic exertional compartment syndrome, stress fractures, and entrapment syndromes. Algo-rithms for approaching chronic leg pain are provided in Table 1 .
Medial Tibial Stress Syndrome
Medial tibial stress syndrome (also known as shin splints) is caused by inflammation of the periosteum, tendon sheath, muscle belly, or interosseous membrane secondary to strain, nominal tears, or mechanical irritation. 1 Symptoms generally occur only during activity and tend to resolve quickly when exercise stops. Excessive pronation is the primary cause of medial tibial stress syndrome. 1 Increased leg adduction, Varies: no findings, callous formation, thin fracture, thickened anterior fracture all possible running with the hip externally rotated, and leaning around the corners of a track tend to increase foot pronation. Intrinsic factors include overly flexible or flat feet (pressure on the tibialis posterior) and rigid cavus foot (tibial stress). Extrinsic factors include shoes that are worn out or have insufficient arch support or poor shock-absorbing qualities (repetitive jarring of the heel) and forefoot-contact running style (tibial stress). 1 On physical examination, the patient often has pain over the distal medial border of the tibia. With acute symptoms, erythema or swelling may be seen. The neurovascular exam will be normal, and provocative testing for entrapment will not produce symptoms. X-rays are generally negative but can include a ragged appearance of the medial tibial border, and bone scans may show increased uptake in the same area. 2 If problems persist, video analysis of running biomechanics may identify problems that can be corrected.
Chronic Exertional Compartment Syndrome
Chronic exertional compartment syndrome (CECS) is characterized by dull, throbbing, or aching pain that arises after a consistent amount of exercise that subsides quickly with rest. Individuals with highly developed musculature involved with running and other sports involving high ground-impact forces are at greatest risk. 3 Physical examination is generally normal in the absence of exercise. 3 During or after exercise, diffuse tenderness over an entire lower leg compartment (lateral, posterior, anterior) is most common, as opposed to focal tenderness at points of entrapment and the medial tibia in other syndromes. 1 X-rays, MRI, and bone scans have limited usefulness in CECS but may help distinguish between other causes of pain. Currently, the standard for diagnosis of CECS is direct measurement of pressure within a compartment. 1 Although this procedure is invasive and uncomfortable, the test can yield important information that helps to determine the degree of benefit likely to be derived from a fascial-release surgical procedure.
The literature lacks large prospective studies with regard to the diagnosis and treatment of CECS. Fascial release of the offending compartment is the gold standard for treatment when conservative measures fail. Studies in this area generally lack asymptomatic controls. Long-term follow-up after fasciotomy is not well documented in the literature. These factors make the diagnosis and treatment of CECS difficult for the clinician. For instance, if the patient has a classic presentation, does compartment pressure need to be measured? Should fasciotomy be performed if the patient has a classic presentation but normal pressure? There is general agreement that a 3-month period of rest, along with identification and correction of modifiable contributing factors, should be implemented before fasciotomy is considered. 1,2,3 tAble 2.
MRI Findings Other Tests Intervention
Consider obtaining to rule out a stress fracture. Pre-and postexertion compartmentpressure testing.
Rest from offending activity; crosstraining; fasciotomy for cases recalcitrant to conservative measures.
Clarification of X-ray findings with far greater ability to see subtle findings.
DEXA scan generally not suggested due to focal nature of complaint.
Non-weight-bearing at all times; bone stimulator for nonhealing fractures; calcium and vitamin D supplementation.
